Good trauma care includes an expeditious primary survey of the major systems to detect and manage life-threatening injury in the 'golden hour'. This forms the principle and strength of advanced trauma life support. For injuries that are not initially life-threatening, management may be completed later. It is important to remain open minded and regularly review the patient for such injuries.
CASE HISTORY
A woman aged 20 was admitted to her local hospital after being hit by a car travelling at 95 km/h. A chest radiograph during the primary trauma survey (Figure 1 ) excluded haemothorax and pneumothorax and was considered not to demonstrate other serious intrathoracic injury. Care was thus concentrated on general resuscitation, including volume replacement and orthopaedic management (intramedullary nailing of left humeral and tibial fractures and external pelvic fixation for disruption of the right sacroiliac joint and wide anterior diastasis with fracture of the left superior pubic ramus).
Several weeks later, after four days of vomiting, gastroscopy was performed and showed a 'mixed/paraoesophageal hiatus hernia with severe erosive gastritis.' A chest radiograph was reported as showing an 'intrathoracic gastric bubble with naso-gastric tube in situ' (Figure 2 ). She was then transferred to our hospital for definitive orthopaedic management of her pelvic fractures. Our review of the original trauma series radiographs confirmed complete lung expansion bilaterally without evidence of either haemothorax or pneumothorax; however, when viewed in the light of later events, the unusual 'bulge' on the medial aspect of the left hemidiaphragm gave rise to suspicion of a traumatic diaphragmatic rupture. Subsequent chest radiographs showed the stomach situated in the chest. She therefore underwent immediate left anterior thor- acotomy, at which the diagnosis was confirmed and the diaphragm was repaired. COMMENT Traumatic rupture of the diaphragm can be difficult to diagnose. Whereas blunt injury generates large radial tears which may lead to visceral herniation and subsequent acute respiratory compromise, penetrating injuries tend to be smaller, are slower to declare themselves and may cause no symptoms. Rupture is most commonly diagnosed on the left, since the liver protects against herniation on the right.
With respect to road traffic accidents, the victims of 'lateral impact motor vehicle collisions' are more likely to suffer a ruptured diaphragm than those involved in frontal collisions1. In addition, those suffering skeletal fractures, notably of the pelvis2'3 are at special risk.
After resuscitation, formal surgical repair should be completed urgently, to avoid the complications of visceral obstruction and strangulation. Thoracotomy is widely considered the most effective surgical approach in cases presenting late, owing to the increased likelihood of adhesions between herniated abdominal viscera and intrathoracic organs. Acute cases, because of the high probability of associated intra-abdominal injury, are best repaired via an abdominal approach.
The high morbidity of diaphragmatic rupture4 relates mainly to pulmonary complications; reported mortality has been as high as 50%5. Not identifying the injury is both common and unsurprising since initial chest X-ray is normal in up to one-third of cases, and in others the basal opacity may be mistaken for consolidation or pleural fluid. The components of blast are a shock wave of high overpressure, followed by the flow of combustion products or blast wind. Primary blast injury is caused by transmission of the shock wave into the body. This causes blast lung, bowel contusion and rupture of the tympanic membrane. Secondary blast injury is caused by fragments. Tertiary blast injury is a result of displacement of the victim by the shock wave and blast wind1.
Extensive 
